A 19-year-old Gravida 1, para 0 mother was referred to the Maternal Fetal Medicine department for evaluation of an fetal sonogram demonstrating a probable left basilar congenital pulmonary airway malformation (CPAM). A fetal magnetic resonance imaging (MRI) (Figure 1 ) was performed at 23 weeks gestation, confirming this finding. The infant was delivered at 39 weeks gestation without complication. A chest radiograph was obtained the day after delivery (Figure 2) . A computed tomography scan of the chest (Figure 3 ) was then performed. Subsequently the patient underwent an open thoracotomy.
Denouement and discussion
At open thoracotomy the patient had resection of a type II congenital CPAM and repair of a small Bochdalek diaphragmatic hernia (BDH). The case emphasizes some very interesting features of BDH and CPAM.
BDH are also called posterolateral diaphragmatic hernias and are believed to form before the 10th week of gestation when the pleuroperitoneal folds, mesodermal structures that contribute connective tissue including muscle to the diaphragm, fail to fuse with the septum transversum, the unmuscularized central portion of the diaphragm.
1,2 Approximately 85% are on the left side, 10% are right-sided and 5% are bilateral. 1, 3, 4 CPAM are hamartomatous lesions of the lung classified by the size of the cyst and the mucosal lining of the cyst. 5 In Stocker's original classification, CPAM was known as cystic adenomatoid malformations and was divided into three major types based on cysts size: Type I (macrocystic, >2 cm), Type II (multiple smaller cysts, < 2 cm) and Type III (solid with microscopic cysts). In the current expanded Stocker classification, these cystic lung lesions, now termed CPAMs, include the original Types 1, 2 and 3 and two additional Types (0 and 4). Type 1 (60-70% of cases) arises from distal bronchial/proximal bronchiolar regions and is characterized by single or multiple cysts >2 cm in size; Type 2 (15-20% of cases) arises from terminal bronchioles and has cysts < 2 cm in size; Type 3 (5-10% of cases) has an acinar origin and is predominantly solid with cysts <0.5 cm and Type 4 CPAM (10-15% of cases) has alveolar/distal acinar origins and contains large cysts >2 cm in size, similar to Type 1 CPAM. Type 4 lesions can present with sudden respiratory distress due to tension pneumothorax and are strongly associated with malignancy, especially pleuropulmonary blastoma. Types 2 and 3 CPAMs are commonly associated with other congenital anomalies, such as tracheoesophageal fistula, renal agenesis, intestinal atresia and diaphragmatic hernia. It is known that antenatally diagnosed CPAM can decrease in size or even disappear over the course of the gestation. 5 This case is interesting because it allowed a pre-natal diagnosis of a CPAM, which did significantly involute in size during the gestation. Presumably, as the CPAM decreased it size, it no longer covered a defect in the posterolateral diaphragm, allowing the Bochdalek hernia to manifest. This case emphasizes the association of type 2 CPAM with BDH and its propensity to involute during the course of pregnancy.
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The authors declare no conflict of interest. A left basilar soft tissue mass is present occupying less than half the left thorax and containing on the cross-table lateral study a large air-filled structure, which was shown to be stomach on the CT scan, shown below. The CPAM cannot be separated from the hernia on the plain radiographs. Figure 3 (a) Coronal chest and abdomen CT reconstruction at soft tissue windows, and (b) sagittal chest and abdomen CT reconstruction. The coronal and sagittal images demonstrate that the air cavity present on the plain film corresponds to the stomach, which has herniated above the diaphragm, through a defect obscured by the CPAM at the time of the MRI. There is air also in collapsed colonic splenic flexure in the hernia. Adjacent to this is a soft tissue mass (arrows) corresponding to the residual CPAM. The cystic components have virtually disappeared.
